exophthalmos seen at the American University Medical Center (AUMC), we considered that this constituted a good representative sample for the study of this condition for the following reasons: (i) The AUMC is a general hospital, and patients with unilateral exophthalmos came not only from the ophthalmology service, but also from the rest of the hospital services. At least one ophthalmologist saw the latter cases in consultation.
Resuls
The patients were divided into six categories according to the aetiology. Table I shows the individual diagnosis in these categories and their distribution into three age groups. respectively) as the sole clinical findings. There was no palpable mass and the vision and fundus were normal. No abnormality could be found and no surgery was performed. These patients were lost to follow-up after discharge from the hospital. The fourth patient, a 3I-year-old woman with a 4 mm. forward exophthalmos, visual acuity of counting fingers at 4 m., papilloedema, and striae, had a mass indenting the sclera, choroid, and retina, which could be seen by indirect ophthalmoscopy. The tentative diagnosis was a haemangioma of the muscle cone. Unfortunately, she refused surgery.
The last patient was a 79-year-old man with I4 mm. exophthalmos, and a palpable orbital mass with evidence of intracranial extension by carotid arteriography and brain scan. Two successive generous biopsies showed "lymphoid tissue", and no tumour cells were identified. Dandy (1941) mostly has referrals of tumours of neural origin invading the orbit secondarily. Bullock and Reeves (1959) dacryoadenitis. Only the two with adenoid cystic carcinoma had exophthalmos, probably secondary to the more rapid growth of these lesions. Both patients had a recurrence after having refused exenteration. The most common single cause of unilateral exophthalmos in our series was orbital cellulitis or abscess. The portal of entry was from an ethmoid sinusitis proven clinically and radiologically in seven patients, all below I5 years of age; two followed a conjunctival laceration, one a lid laceration, and one a pustule on the upper eyelid. In two, the portal of entry was not known. The remaining patient had a bacterial ulcer of the anterior staphyloma and developed a panophthalmitis followed immediately by orbital cellulitis; evisceration was performed. The organism cultured from the eviscerated material was Pseudomonas pyocyaneus. The other cultures revealed Staph. aureus coagulase-positive in four and Staph. albus coagulase-negative in three. In two patients the cultures were negative and in four no cultures were taken. Antibiotic therapy was effective in clearing the infection and reducing the exophthalmos in eleven patients; in three an abscess formed and had to be drained.
The endocrine group in our series is very small compared to other series in spite of an active endocrinology clinic, but is in agreement with the findings of O'Brien and Leinfelder (I935). Many of these cases were bilateral or had the other eye involved later and were excluded.
The group of "unknown" might be reduced further if we were to adopt a bold approach, as suggested by Mortada (i 962) . He reported on exploration of the orbit in nine patients presenting with unilateral exophthalmos and normal laboratory, radiological, and clinical findings including normal vision and fundus, and no palpable mass. He found haemangioma to be the cause in seven patients. Most authors do not subscribe to this approach and do not operate unless there is a palpable mass or visual embarrassment related to fundus findings. We have subscribed to this approach so far.
Comparing our series to various reports in the literature, we find that the relative frequency of the various aetiologies of unilateral exophthalmos is very closely similar in several respects (Table IV , opposite). The neoplastic aetiology seems to rank first in all series in spite of the differing interests of the reporters: ophthalmic, otolaryngological, neurosurgical, or radiological. In the one series which does not show this preponderance (Schultz and others, I96I), the difference in favour of the endocrine group (three cases) is very small. The second most frequent cause was inflammatory or endocrine in that order.
Summary
The aetiology of unilateral exophthalmos was studied in 85 cases.
The conditions responsible for the exophthalmos were arranged into six groups: neoplastic, inflammatory, traumatic, endocrine, vascular, and unknown. The largest group was the neoplastic one, with meningioma and haemangioma heading the list. The most frequent single cause in this series was orbital cellulitis. 
